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Hip joint disease in rheumatoid arthritis is said to occur in between 30 and 40% of patients,' 2 higher figures being obtained in radiographically based studies. This is a considerably lower incidence of disease than for the knee (60%) or shoulder (70%), and the frequency with which the hip joint undergoes surgery is a direct result of the development of hip joint replacement surgery.
Patterns of joint disease The inflammatory process within the hip joint initially leads to a synovitis with an effusion. To accommodate the increased volume the hip assumes a flexed, externally rotated, and adducted position. 3) , and non-union rates of 20% have been reported.8 9 Because of these problems I prefer to avoid the trochanteric approach unless I require the excellent exposure it affords.
Other approaches to the hip employ posterior or anterolateral routes and their use depends almost entirely on the surgeon's preference. By avoiding trochanteric detachment they permit more rapid mobilisation of the patient, though they may make positioning of the prosthetic components a little more difficult.
Prosthetic fixation Non-cemented hip arthroplasties have attracted much interest over recent years, but rheumatoid arthritis, where there is often osteoporosis and an associated wide femoral medullary cavity, remains a relative contraindication for this method. The use of methylmethacrylate bone cement remains the method of choice in the rheumatoid patient.
Intraoperative problems
The effect of rheumatoid disease upon the bone and joint and the patterns of destruction produced predispose to the occurrence of several intraoperative problems. FEMORAL An acetabular cup allowed to sit in an acetabulum where there is protrusio will lie in a superior position and will have little or no support from the thin or deficient medial wall. The surgeon's aim must be to provide support for the cup to sit in as near to an anatomical position as possible.
The medial acetabular wall may be reinforced by bone cement, bone, wire mesh, or support rings which bear on the acetabular rim. Charnley suggested that moderate degrees of protrusio with an intact medial wall might be managed by cement alone, " and the more recent development of flanged and 'Ogee' cups facilitates this method by both sitting on the acetabular rim and providing support and pressurisation for the cement (fig 4) .
More severe degrees of protrusio and the presence of a medial wall defect can necessitate the use of bone graft. At Postoperative rehabilitation usually presents few problems, though associated arm joint disease may make the use of walking aids difficult. Mobilisation can usually be started on the third or fourth day after the operation and in most cases the patient will be discharged from hospital within two weeks of surgery.
Complications ANAEMIA A low haemoglobin concentration is 'normal' for many rheumatoid patients and on occasion even the moderate blood loss to be expected during hip arthroplasty can lower it to such an extent that symptoms ensue. This can have an adverse effect on recovery from the operation both in terms of mobilisation and wound healing, and transfusion may be required to restore the haemoglobin to the 'normal' preoperative concentration.
DEEP VENOUS THROMBOSIS
Deep venous thrombosis is a common complication of hip arthroplasty with an overall incidence in excess of 50% and an incidence of pulmonary embolism of 6%. ' Patients with rheumatoid arthritis are said to have a low risk of thromboembolic disease, however. 16 Avoiding the trochanteric approach to the hip is also said to be beneficial, and there is some evidence that the use of spinal rather than general anaesthesia will halve the incidence of major thrombi.
Although venous thrombosis itself can have serious after effects, the low incidence of fatal pulmonary embolism (about 1%) and the problems of haematoma and wound infection encountered during the routine use of anticoagulant drugs"7 "I make it difficult to recommend a regimen of routine drug prophylaxis. Hydroxychloroquine has been reported to be effective and to have no serious side effects, '9 though patients not infrequently experience short lived nausea. The results of a large double blind study of this agent are awaited. Graded compression stockings have also been shown to be of value20 and are widely used, and intraoperative calf compression also has its advocates. Whatever method is used early mobilisation is essential. method of management and removal of the arthroplasty is usually necessary (see below). Mechanical loosening is often thought to be more prevalent in rheumatoid patients because of the poor quality of the bone and the common acetabular abnormalities. Beddow, however, considers that this is not proved and suggests that the lighter frame and the limited activities of most of these patients counter the potential problems with prosthetic fixation.25 Studies of younger patients in a variety of diagnostic groups4 26 suggest that aseptic loosening may occur in as many as 57% by five years after operation. Young patients with rheumatoid arthritis had a better prognosis than other groups, again probably because of their limited activities.
Excision arthroplasty of the hip Excision arthroplasty27 has little place in the primary management of the rheumatoid hip, though it can be useful for the relief of pain and the correction of severe deformity in a chairbound patient. It has a role as a salvage procedure for failed arthroplasty when reimplantation cannot be considered because of the nature of the infecting organism or the lack of bone stock. It will provide good pain relief but, because of the resulting instability and shortening, walking is likely to be difficult even with the use of a shoe raise and a walking aid.
Conclusion
The excellent pain relief and the good long term results make total hip replacement a 'winner' in the surgical management ofrheumatoid arthritis. No other surgical procedure on the hip can match the results it achieves.
